
American Journal of Public Health | August 2008, Vol 98, No. 81398 | Framing Health Matters | Peer Reviewed | Christopher et al.

 FRAMING HEALTH MATTERS 

Although intervention research is vital to eliminating health disparities, many
groups with health disparities have had negative research experiences, leading to
an understandable distrust of researchers and the research process. Community-
based participatory research (CBPR) approaches seek to reverse this pattern by
building trust between community members and researchers. We highlight strate-
gies for building and maintaining trust from an American Indian CBPR project and
focus on 2 levels of trust building and maintaining: (1) between university and com-
munity partners and (2) between the initial project team and the larger community.
This article was cowritten by community and academic partners; by offering the
voices of community partners, it provides a novel and distinctive contribution to
the CBPR literature. (Am J Public Health. 2008;98:1398–1406. doi:10.2105/AJPH.
2007.125757)

have worked to build trust between American
Indian communities and academic research-
ers and the lessons learned.8–12 We describe
steps taken in one project to establish and
maintain trust from the view of both commu-
nity and academic research partners. Al-
though actions toward building and maintain-
ing trust must be taken by both types of
partners, we highlight strategies for re-
searchers interested in building trust in
community settings.

We describe a project that uses a community-
based participatory research approach be-
tween the Crow (Apsáalooke) Indian Nation
and Montana State University. Tribal pro-
grams, government, and community members
use the terms Crow and Apsáalooke inter-
changeably to refer to the tribe. Even though
the term Crow is a result of misinterpretation
of Apsáalooke by White trappers and traders,
it is appropriate and more commonly used by
tribal members and others than Apsáalooke.

The project, Messengers for Health, uses
a lay health adviser approach to decrease
cervical cancer screening barriers, increase
knowledge regarding screening and preven-
tion of cervical cancer, and increase Crow
women’s participation in cervical cancer
screening. The project also works in collabo-
ration with the Indian Health Service Crow
Service Unit to provide high-quality health
care to all members of the Crow Nation.
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Montana State University receives funding
for Messengers for Health through 2010.
Discussions on the next phase of the project,
which will begin in 2008, will likely include
consideration of Messengers for Health be-
coming a nonprofit, community-based or-
ganization with a subcontract to Montana
State University.

HEALTH DISPARITIES AMONG
AMERICAN INDIANS IN MONTANA

The American Indian population, Mon-
tana’s primary minority group, continues to
grow in numbers and as a percentage of the
total population of the state. The approxi-
mately 60000 American Indians living on
or off reservations in Montana comprise one
of the largest percentages (6.2%) of American
Indian state populations in the United States.
The state’s 7 Indian reservations are home-
lands to 12 culturally unique and politically
distinct tribes.

Compared with Whites in Montana,
American Indians experience significant
health disparities across a number of areas.
From 1990 to 2003, the state’s American
Indians had an all-cause death rate 58%
higher than that for Whites.13 Montana’s
American Indians die at a much younger
median age than do Whites. From 1995 to
2004, the median age of death in Montana
was 61.3 years for American Indian women
and 77.4 for White women; for men, the
age was 53.6 for American Indians and
70.7 for Whites.14 A recent article stated
that health disparities between the American
Indian and White populations in the United
States have existed since the country was
colonized—a 500-year history of disparities.15

EFFECTS OF HISTORY ON RESEARCH
INVOLVING AMERICAN INDIANS

Although research is a fundamental com-
ponent in the elimination of health disparities,

Trust between American Indian community
members and academic researchers is crucial
to the success of intervention research with
these communities. Researchers without prior
experience of conducting research in Ameri-
can Indian communities may be unaware of
the critical role of, or efforts required in, de-
veloping and maintaining trust. Many Ameri-
can Indian communities have been analyzed,
stereotyped, and exploited by outside groups,
resulting in uneasiness with nontribal mem-
bers. American Indians are often suspicious
of unfamiliar individuals who come to their
community and want to conduct research.

Given the state of American Indian health,
much research needs to be done to eliminate
existing health disparities. At present, because
of a dearth of American Indian pubic health
researchers, non–American Indians are needed
to assist in conducting research. Experience
has shown that without trust between com-
munity members and academic researchers,
research in American Indian communities
will not succeed.1 We are a collaborative
group of American Indian community part-
ners and American Indian and non–American
Indian academic research partners.

The literature contains many recommenda-
tions for conducting research with American
Indian populations,2–7 including the impor-
tance of building trust. There are also exam-
ples of intervention research projects that



August 2008, Vol 98, No. 8 | American Journal of Public Health Christopher et al. | Peer Reviewed | Framing Health Matters | 1399

 FRAMING HEALTH MATTERS 

many tribal nations have had adverse experi-
ences with researchers and government
workers; consequently, communities and
community members have lost trust in both
the process of research and the people who
conduct it.4,16,17 Too often, research has been
conducted “on” rather than “with” American
Indian communities, resulting in their being
stigmatized or stereotyped. Examples include
research on hantavirus pulmonary syndrome
(originally called Navajo flu),18 the Barrow
Alcohol Study,6 and the collection of blood
samples of tribal members being used for
research purposes other than what was
agreed on in consent forms.19

Crow tribal members say that researchers
have collected information from them but did
not inform them of the study results or use
the information in a way to benefit the tribe.
In common with other American Indian
groups in the United States, the tribe has
often experienced broken treaties and oppres-
sive federal policies.20,21 The policies and
practices of the US government plausibly ap-
pear genocidal to many American Indians. As
recently as the 1960s and 1970s, government
employees sterilized American Indian women
without their full informed consent.22–24

True changes in health disparities will occur
when American Indian communities are em-
powered partners in research regarding their
health.25 Recently, some tribes have insisted
that research benefit tribal communities and
be conducted in a collaborative and respectful
manner.6,26 There has been increasing recog-
nition that more comprehensive and participa-
tory approaches to research and interventions
are needed to address the complex set of de-
terminants associated with public health prob-
lems that affect populations generally, as well
as those factors associated with racial and eth-
nic disparities in health more specifically.27–32

COMMUNITY-BASED
PARTICIPATORY RESEARCH

One type of research that has the ability
for true collaboration and partnership is
community-based participatory research
(CBPR).33 Although CBPR approaches do
not guarantee trust between community and
university partners, if practiced according to
published recommendations,27,29,34 trust is

more likely to develop than with traditional
Western research approaches.

With a CBPR approach, community mem-
bers work in partnership with researchers to
define health needs and to develop health
programs and policies to be implemented in
their communities.27,28,35–39 All partners
contribute expertise and share decisionmak-
ing and ownership.27,40

The public health literature has a lengthen-
ing thread of analysis of CBPR experiences
and recommendations for ensuring positive
outcomes.27–29,41,42 Although articles with
researchers and community members as
coauthors are emerging, still missing from
most CBPR-based publications are the direct
voices of community partners. Community
partners are often thanked in authors’ notes
or are listed as contributors to the research
process, but they usually do not cowrite pub-
lications. Publishing is a place where true
partnerships can break down, because the re-
searcher usually has control over what gets
published. As a consequence, topics of impor-
tance to community partners can be missing.

Publishing is usually a reward for research-
ers, not community members. If the research
literature is to benefit from understanding
CBPR approaches, incorporating community
voices into the scientific literature is of utmost
importance. Community members can better
reflect the community’s views and explain the
culture. By being included as authors, they
may feel more empowered and a more val-
ued part of the research process. The re-
searchers and academic community benefit
because they are getting a more complete
picture of the work. Writing for scientific pub-
lications, however, is often foreign territory to
community members and can be an added
strain on their already busy lives.

Including the voice of the community can
be an essential component in incorporating
American Indian people into the academic lit-
erature. As Chino and DeBruyn have stated,
“Rarely are AIAN [American Indian/Alaska
Native] people able to read contributions
from AIAN authors or have the opportunity
for an immediate, familiar frame of reference
in the academic literature.”43(p596) From our
experience, American Indian students can be
frustrated when they find that a voice familiar
to them is absent from the scientific literature.

They want to see articles that address the re-
search questions pertinent to their communi-
ties. Even though there are many articles pub-
lished each year on American Indian health,
there is not much information available on
specific health conditions for specific tribal
groups. In addition, there is considerable di-
versity between American Indian groups,
and an article that focuses on health in one
region of the country may not be relevant to
people from a different tribe or region.

Only recently has the research literature
begun to include articles describing a partici-
patory approach.12,44 Historically, articles ad-
dressed research questions that were not di-
rectly relevant to the community members
being studied. With articles written from a
community perspective, students can observe
that issues of concern to American Indians
are being addressed and that research has
a place in their communities. To increase the
number of tribal members in public health
research, they need to have an equal voice
in academic literature. Community-based
projects can be conducive to manifesting
this voice.

We represent both voices: those of commu-
nity partners and of academic partners,
American Indian and non–American Indian.
The article’s subject—building and maintain-
ing trust—emerged from discussions between
these partners on the most important ele-
ments in successful research.

BACKGROUND OF RESEARCH
PARTNERSHIP

We come from very different backgrounds.
Three of us, A.K.H.G.M., V.W., and S.Y., are
enrolled members of the Crow tribe, wherein
the Messengers for Health project is based;
S.C. is a non–American Indian faculty mem-
ber at Montana State University.

V.W. began her participation in Messengers
for Health as an undergraduate student at
Montana State University. Her involvement
inspired her to apply to and attend graduate
school at a prestigious university far from her
home and family. She perseveres because the
value of her education will provide a benefi-
cial resource for her tribe in combating health
disparities. She continues to be involved in
the project and is a doctoral candidate
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completing her dissertation exploring health
issues that affect Crow people.

A.K.H.G.M. serves as the project coordinator
for Messengers for Health but is otherwise not
affiliated with the university. She lives and
works in the community and is viewed as a
community partner, not an academic partner.
Prior to the development of the project, she was
involved in a state health department project
aimed at increasing awareness and prevention
of cancer among tribal members. Her passion
for working with cancer projects resulted from
her own experience of having had a child who
lost a battle with cancer at a very early age.

S.Y. has spent most of her professional ca-
reer as an educator on the Crow Reservation
and director of programs for American Indian
students in the sciences at Montana State
University. She has maintained her involve-
ment with reservation education and lives on
the Northern Cheyenne Reservation, adjacent
to the Crow Reservation. S.Y. serves as a
tribal adviser for the principal investigator
of the Messengers for Health project.

S.C. began working with Crow Reservation
projects early in her career at Montana State
University through a collaboration with a
state health department project, at which time
she and A.K.H.G.M. began working together.

A.K.H.G.M. and other community mem-
bers informed S. C. of the need for cancer
education and outreach on the Crow Reserva-
tion, and S. C. shared with A.K.H.G.M her
interest in writing a collaborative grant for a
cancer project with the Crow Nation. Messen-
gers for Health evolved as a result of more
than 5 years of meetings between community
and university partners.

Partners for the project included the coor-
dinator; the principal investigator and staff
from Montana State University, Bozeman
(including students who are members of the
Crow Nation and other American Indian
tribes); members of the advisory board; and
tribal members in leadership roles in the com-
munity. The advisory board, which guides the
direction of grant activities, includes tribal
members who helped with planning the grant,
cancer survivors, tribal elders and leaders,
and tribal members and one nontribal mem-
ber who work with or are interested in
women’s health. An additional 35 tribal
members involved as outreach workers play a

vital role in the project. Partners represent the
different districts of the reservation and vary
in age, political affiliation, educational back-
ground, and involvement in traditional prac-
tices. Most speak the Crow language.

Project partners found that trust building
occurred on 2 levels: first, between an aca-
demic partner and several community part-
ners, and second, between initial partners and
the greater community and academic settings.
Our recommendations for building trust are
based on 11 years of working together. A
relationship of trust had to be established
during the early stages of the project’s devel-
opment; as in other projects, building and
maintaining trust required ongoing atten-
tion.45 Trust building and trust maintaining
is a never-ending process.

THE FIRST LEVEL OF TRUST

For the first level of trust—between initial
academic partners and community partners—
5 recommendations emerged through our ex-
perience: (1) acknowledge personal and insti-
tutional histories, (2) understand the historical
context of the research, (3) be present in the
community and listen to community mem-
bers, (4) acknowledge the expertise of all
partners, and (5) be upfront about expecta-
tions and intentions.

Acknowledge Personal and Institutional
Histories

As Wallerstein and Duran46 have noted,
researchers are influenced by their back-
grounds and values when they come into a
community to do research; they also carry
with them other histories (e.g., history of their
institution in that community) that they may
or may not know anything about. To work
effectively and build trust, researchers need
to acknowledge these backgrounds and histo-
ries. Hermeneutic scholars state that individu-
als can never be fully aware of these histories
because they permeate everything that they
do.47–50 Although researchers cannot uncover
all of their assumptions and stereotypes or
ever fully understand how their personal his-
tory affects their work, it is essential to contin-
ually work toward more self-understanding.

The academic partner (S.C.) took the ad-
vice of medical and allied health educators

and used tools that built self-reflective aware-
ness and skills, attended anti-bias training,
and realized that we will never fully under-
stand the impact of our personal histo-
ries.51–61 She has a mentor who continues to
assist her in this process. This mentor taught
her that it is important to think about how
our history affects our work on the level of
theory and research. Her recommended
readings included Overcoming Our Racism:
The Journey to Liberation62 and A Framework
for Understanding Poverty.63 The book Teach-
ing About Culture, Ethnicity, and Diversity64 is
a compilation of useful structured activities
and exercises for building self-awareness.

Understand the Historical Context of
the Research

Researchers need to gain an understanding
of the broader histories that they engage in
with their work, including the history of re-
search between the specific community and
institution, the broader history of research
and interactions between the community
and the US government, and, for the re-
searchers, the history of the community
with which they are working.

For an understanding of the broader his-
tory, S. C. first audited a university course,
“Indians in Montana.” Second, she read his-
tory books that presented history from the
perspective of American Indians, including
Bury My Heart at Wounded Knee: An Indian
History of the American West.65 Third, she
read critiques of Western research, such as
Custer Died for Your Sins,66 Peace, Power,
Righteousness: An Indigenous Manifesto,7 and
Decolonizing Methodologies: Research and In-
digenous Peoples.5 Fourth, initial partners had
open discussions about past research in the
community and the history of the tribe and
its relations with the US government, and
S.C. visited with people in the Crow and uni-
versity community who could provide in-
sights into these histories. Fifth, S. C. read
history books on the Crow Tribe, such as
From the Heart of Crow Country: The Crow In-
dians’ Own Stories21 and Parading Through
History: The Making of the Crow Nation in
American, 1805–1935,20 and was continu-
ally educated about Crow history and cul-
ture by community members. Community
partners suggest that researchers openly
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ask how best to gain an understanding of
broader histories.

Developing meaningful research within
an American Indian community will proba-
bly benefit if university partners take time
to learn about the history of the specific
tribe with which they wish to work. Ameri-
can Indian tribes are sovereign nations
within the United States, and although
there are similarities among tribes, there
are also many differences, just as there are
differences between cultures in France and
Greece. Just as these sovereign nations have
different languages, governmental struc-
tures, child-rearing practices, educational
structures, and other values and beliefs, so
do different tribal groups. Assuming that
all American Indians are alike is a common
misconception.

Be Present in the Community and Listen
to Community Members

Tribal communities are often aware when
strangers come to the reservation, and word
spreads quickly regarding who the strangers
are and why they are there. Academic part-
ners are often unaware of the extent to which
this occurs. Being present and listening is the
process; building relationships is the essential
outcome.43

S. C. spends at least every first Wednesday
and Thursday of the month on the reserva-
tion and more time as required by project
work. Community members notice, and com-
municate to others, whether the academic
partner attends social and cultural events.
Being present in the community builds trust
because her presence shows that she has a
broader interest in the community and is not
only there for her own gain. She attends so-
cial and cultural events such as the annual
Masquerade Halloween Party, the annual
Crow Fair celebration, birthday and gradua-
tion parties, basketball games, and sweat
lodge ceremonies.

Acknowledge Expertise of All Partners
University partners need to come into the

initial relationship conscious of the fact that
both community and university partners are
experts. When university partners trust the
expertise of community partners, community
partners are freer to fully participate and the

research is enhanced. Acknowledging com-
munity expertise may entail some unlearning
on the part of university partners of what they
were taught during their academic careers.

Our project is a lay health adviser interven-
tion, a method that naturally lends itself to
showing that academic partners have trust in
community members because the researcher
has to trust community members to carry
out the intervention. The vehicle for change
in the Messengers for Health project is the
American Indian people themselves. The re-
searchers did not choose the lay health advis-
ers; other community members nominated
them or they volunteered themselves.

The Crow people report that they felt S. C.
approached them as equal partners and ex-
perts. After community members expressed
an interest in working on issues of women’s
cancer prevention and made a connection
with the academic partner, S. C. found appro-
priate grant opportunities for the partners to
work on together. S. C. did not come in as the
expert, but instead provided information from
granting agencies, explained her intentions
in a clear, concise manner, and then asked
how best to proceed. Together, the commu-
nity and academic partners developed the
proposal.

Be Upfront About Expectations and
Intentions

Community partners want university part-
ners who are sincere and honest about their
intentions, and unless community members
have worked as university faculty members,
they may be unaware of the university’s ex-
pectations. Expectations about publishing and
presenting at scientific meetings, allocation of
grant money, and other duties of the univer-
sity researcher may affect the project’s work.

Codes of research ethics and model tribal
research codes have been created to clearly
state the roles and responsibilities of commu-
nity and university partners; these can be
used as a starting point for detailing expecta-
tions.67,68 Examples include Guidelines for
Health Research Involving Aboriginal People
from the Canadian Institutes of Health Re-
search69 and resources from the organization
Community–Campus Partnerships for Health.70

In addition, an increasing number of tribes
are establishing their own institutional review

board to provide guidance for researchers
and community members.

In the Messengers for Health project, we did
not start with our own research codes for the
conduct and expectations of community and
university partners, nor did we have existing
codes to help with discussion points. Having
expectations spelled out ahead of time would
have been helpful as the project developed. It
would have been useful, for example, if com-
munity and university partners had discussed
how the research might benefit the field of
public health, the participants, the tribe, Ameri-
can Indian people, and society as a whole.

These 5 suggestions do not need to be—
and, indeed, cannot be—implemented
overnight. The important thing is to keep
them in mind in the initial stage of the project.

THE SECOND LEVEL OF TRUST

Recommendations for the second level of
building and maintaining trust are intended
to assist initial partners in expanding to the
greater community and academic settings.
These recommendations arose from our expe-
riences, and other projects using a CBPR ap-
proach may come up with other recommen-
dations. Building this second level of trust
may include adding new people who will
work closely with the project (e.g., a new proj-
ect staff person from the university or com-
munity setting) or who will be affiliated with
it more distally (e.g., a new tribal chair in the
community or new department chair at the
university). Existing partners should discuss
how to approach these recommendations on
the basis of the degree of involvement of new
individuals. Recommendations include the
following: (1) do not assume people know
that the project uses a CBPR approach, (2)
revisit the first-level recommendations with
potential new partners, and (3) match words
with actions.

Create Ongoing Awareness of Project
History

Because of the often time-intensive nature
of developing a project with a CBPR approach,
initial project personnel can be lulled into
thinking that other individuals in the commu-
nity and university settings know the project’s
history and the work of project partners. It is
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the duty of initial partners to continually edu-
cate others on the project’s history, methods,
and partners. In our case, we realized that ed-
ucation had to continue for the length of the
project (11 years thus far).

Soon after Messengers for Health received
funding, and several years into community–
university meetings, a small group of commu-
nity members who had not been involved in
the project attempted to contact our funding
agency and take over the project. Initially we
were surprised, but after realizing that the
community members were unaware of how
the project started or how it was being run,
and being aware of past research in American
Indian communities, their actions made sense.
Project staff met with the group, explained
the history of the project, and asked for their
support and participation. The group became
avid supporters of our work and has been
involved with it ever since. As a result, we
realized the importance of always telling the
project’s history when new people become
involved or interested in the work. This rec-
ommendation, as all others given here, will
vary by the characteristics of the community.
The Crow Reservation consists of 2.25 mil-
lion acres, just under 12000 tribal members,
and communities separated by distances of
over 85 miles, which makes relaying infor-
mation a constant challenge.

When new partners are aware of the initial
partnership and when they trust the initial
partners, there is greater likelihood that they
will want to become part of the partnership.
In our project, expanding the trust relation-
ship in the community was facilitated by well-
respected community partners who validated
the credibility of the academic partner (S. C.).
One way to increase the likelihood of trust
building is to choose the initial partnership
wisely. Researchers and community members
do not need to determine all the different
players and what their views are before start-
ing a research project. It does help, however,
to know that there is often more than one
view on how policies are developed, how
they may be changed in the future, and how
research is to be conducted. It may be a mis-
take to assume that having one contact or a
few good contacts will bring about consensus
on how to conduct a project. In reservation
communities, it is worth determining the

different views of federal and tribal policy-
makers. Knowing what views are most impor-
tant to key decisionmakers can save research-
ers a lot of time and resources.

The initial partnerships in Messengers for
Health proved critical in gaining the trust of
extended community partners because
A.K.H.G.M. (an initial community partner) is
a member of the tribe, is fluent in her lan-
guage, and is a well-respected individual in
the community. At an interview training ses-
sion one year into funding, community
women stated that they were interested in the
project because this particular person was in-
volved. Her dedication to the project is seen
as sincere rather than just a passing interest
in cancer education or a job opportunity in a
community with few employment options.

Revisit First-Level Recommendations
As illustrated in the last point, it is not

guaranteed that trust established in the first
level will transfer to different people and
agencies, nor that everyone will want to be
involved with the project once the details of a
CBPR approach are apparent.

For example, when the initial academic
partner discussed requirements for working
with the project with potential academic
partners, one potential academic partner
decided that CBPR was not the type of work
for which he was suited. We believe it is bet-
ter to know this information upfront rather
than finding it out after time and energy have
been expended. CBPR is not for every re-
searcher or every project.

Match Words With Actions
Although the recommendation to match

words with actions also applies to the first
level of trust building, we found that it ap-
plied more to the second level.

In our project, initial project partners con-
tinually gave 5 messages to the community:
(1) we recognized community history, includ-
ing research that had already been conducted
in the community, (2) the project would di-
rectly benefit the community, (3) the commu-
nity and academic partners would work to-
gether on all phases of the work, (4) we
would keep the community informed on the
progress of the project, and (5) we would do
all that we could to continue the program

indefinitely. In general, these assurances are
often developed in the context of research
agreements, and for us, they came about
organically—some from community partners,
some from academic partners, and all based
on past experience. For example, on the Crow
Reservation, there is a long history of projects
receiving funding, starting work, losing fund-
ing, and dissolving at about the time commu-
nity members learn of and start to use project
resources. Community partners state that
starting and stopping projects is often worse
than if a project did not get started at all.

To follow through with our statement that
community members would continually know
what was going on with the project, we have
held numerous meetings in the community
over the years, both in the prefunding and
funding period. In these formal and informal
meetings (at least 1 per month), we describe
the project’s progress and gather information
and advice on how the project is going and
what it is accomplishing. Flyers are posted
around the community, and invitations are
sent to influential community members and
women who have been involved in the proj-
ect. We also take advantage of such gather-
ings as lunches at senior citizen centers. We
make sure that meetings are held in different
communities, because the reservation covers
a large area and we want everyone to have
the opportunity to be included. At these
meetings, we share data that have been col-
lected, discuss specifically how the data are
being used to benefit the community, and
gather ideas for further use of the data. We
are working to avoid the past practice of data
being collected from tribal members—who
did not see how the data were being used
and did not have access to them—of data
being used to stereotype the community,
and of sacred data being released to the gen-
eral public.26,71–75 Community members also
see the ideas that arise in meetings being
used in the project.

Initial project partners also told the com-
munity that the university and community
would be partners in all aspects of the project.
A small but significant example occurred in
the development of an educational brochure.
At community meetings held around the
reservation, women provided specific advice
about what they wanted to see and not see
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in a brochure; for example, they said that put-
ting the words “cancer,” “Pap test,” “Papanico-
laou test,” or “abnormal” on the front of the
brochure would be culturally insensitive. For
the cover, they suggested a picture showing
5 generations of American Indian girls and
women dressed traditionally, along with a
positive health message.76 Community mem-
bers now see the brochure and know that we
followed their advice.

It is important for partners to keep in
mind these recommendations for the second
level of trust building throughout all stages of
their project.

RESULTS OF TRUST BUILDING

Crow community members listened to
what the project partners said and then sat
back and watched. They saw over time that
our actions matched our words, and slowly
we saw evidence that the project was trusted
in the broader community.

A recent indication of this trust occurred at
the 2005 Crow Fair, at which the Messengers
for Health project was invited to enter a float
in the parade; the float obtained first-place
recognition. Crow Fair is considered to be the
most important social event of the year for
the Crow people and has been a part of the
culture for over 100 years. Project staff were
told that the award was less for the float it-
self and more a gesture of respect and appre-
ciation by the community for the work the
project had done.

In another show of trust, male community
members have approached community and
university partners and asked them to de-
velop a project to work on men’s health issues
on the reservation. Being approached by
community men is especially significant be-
cause there has never been a men’s health
project on the reservation and there are cul-
tural restrictions about men and women talk-
ing about personal issues.

The final example of trust is that the number
of community partners has greatly increased
as more community members want to be in-
volved in Messengers for Health. The confer-
ence room is packed at our monthly meetings,
and cancer survivors are now coming forth to
share their personal stories and bring encour-
agement, hope, and strength to others.

BARRIERS TO TRUST BUILDING

Building and maintaining trust is an ongo-
ing process. The trust relationship discussed
here took considerable time and effort to es-
tablish, and implementing this process in any
community will have unique challenges.

One barrier to building trust was that we
did not have funding for the initial stages of
project development. Funding would have
provided partners with time and resources to
build relationships and trust. Not having such
resources may be common in CBPR research;
there is a need to build relationships between
community and academic partners, and most
grants do not fund this essential work.36 Dedi-
cation by all initial partners is required in the
early stages of project development.

Another obstacle was the distance—200
miles—between the university and the reser-
vation community. Coupled with Montana
winters and a mountain pass between the 2
locations, this distance has meant that the ac-
ademic partners have had to make consider-
able effort to be seen in the community and
be a part of community events. By doing so,
however, they have enhanced the commu-
nity’s perception of their commitment to the
project and the community.

There are also issues that have to be grap-
pled with in any project in which people come
together from different backgrounds to work
together.77 We believe that every interaction
between academic and community partners
is an exercise in cultural competence and
cultural humility.59 The differences between
partners run across many levels, including
gender, race, education level, urban versus
rural setting, and economics. Thus, there have
been and will be misunderstandings because
of differences in cultural background. As rela-
tionships build, however, there are chances
for both parties to learn to forgive each other’s
mistakes as long as there is an understanding
that both parties are sincere in their commit-
ment to the project and the relationship.

Another barrier is that researchers come
into the community from the academic set-
ting. In academia, researchers are expected to
be the experts in their field.25 That they must
view community members as experts on
community needs and values may be a new
concept. To build trust, we found that the

priorities of the community needed to be ac-
knowledged and appreciated just as academic
priorities are considered. Reversing the nega-
tive perceptions American Indian communi-
ties have of research and researchers will
take time.

CONCLUSION

What we learned as project partners about
trust may be applicable to community mem-
bers and researchers interested in or already
working in partnership research. The stepwise
approach to building trust, which occurred
naturally in Messengers for Health, may
not be the best strategy for all community–
academic partnerships. In an article on devel-
oping trust to conduct clinical research with
elders from different ethnic groups and com-
munities, Moreno-John et al. found that many
different strategies—some similar to ours and
others different—were effective among the
communities they studied.78 We realize that
most of our readers will not be American In-
dian community members and hope that
community partners will have access to this
information or that a discussion between
community and academic partners will result.
A follow-up article with a focus on recom-
mendations for community partners is in de-
velopment.

One of the major benefits of the trust-
building process was that an increased level
of safety developed over time. As a result of
our history of working together, community
and academic partners are now more willing
and able to go beyond earlier limits of what
was comfortable for us. Partners involved in
Messengers for Health realize that we cannot
always be culturally appropriate, but we can
accept one another’s misunderstandings.

As an example of what can happen when
there is a trusting relationship, the project re-
cently contracted with someone to do work
that none of the partners and no one on the
reservation could accomplish. The person was
hired via contacts through S. C. Unfortunately,
the person who was hired was unconsciously
disrespectful to community partners. Commu-
nity members understood that S. C. was not to
blame for the mishap. The existing trusting
relationship helped all partners get through
the incident much more easily.
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We are not asserting that trust is the only
or best means for addressing all health dis-
parities. However, building trust was particu-
larly important in Messengers for Health.
Several studies have concluded that trust is
important in developing mutually beneficial
relationships between academic and commu-
nity partners.79–82 Long-term partnerships
and implementation of CBPR is expected to
lead to increased trust.84 In particular, re-
searchers working with American Indian
communities have cited trust as important
in establishing research partnerships.85–88

Often, communities feel that researchers are
not concerned with community needs and
that the partnership provides more rewards
for the researcher.84,85,87

Communities may be initially distrustful of
university partners if researchers often come
into the community with new projects,45 or
community members may be distrustful be-
cause of past abuses of research.82 The inabil-
ity to build strong academic and community
partnerships often stems from power imbal-
ances.45,87 It is necessary to have mutual re-
spect and a partnership that is mutually
beneficial to foster trusting relationships. An
open dialogue and an appreciation for each
other are both ways of ensuring a successful
partnership.81 It is also critical to make certain
that there is equal input and ownership
among community and academic partners in
the research project.88

Equal partnerships are built on mutual re-
spect, which can stem from cultural sensitiv-
ity. Cultural sensitivity, which implies respect
for each other’s specific cultural beliefs and
practices, is essential for culturally appropri-
ate interventions.89 If the project does not
work within the context of culture and com-
munity, there is less likelihood that an appro-
priate intervention will be designed. Cultur-
ally sensitive interventions are necessary to
address health disparities. If interventions
are not designed in partnership with the
community, they will not be as successful as
those that do include the community mem-
bers in the process.45 While academic part-
ners provide resources such as funding and
theoretical approaches such as CBPR, the
communities provide the context.80 Collabo-
ration between community partners and re-
searchers is one component that helps ensure

that the intervention addresses community
concerns.45,90

Successful models for working with tribes
and indigenous entities require that the aca-
demic partners integrate a participatory pro-
cess so that both partners are learning from
each other. Mutual learning is essential to ac-
knowledging and reconciling past abuses in-
flicted upon tribal communities by research-
ers. Another vital component is to integrate
opportunities for the non–American Indian
researcher to appreciate the concept of tribal
sovereignty as well as the concerns of the
community, thus allowing for the researcher
to be an authentic advocate for American
Indian communities.43

As each successful CBPR project develops
and builds credibility for the research com-
munity, meaningful research to address
health disparities will grow. Ideally, more and
more tribal members will become involved in
research and use it as a tool for community
health improvements.

About the Authors
Suzanne Christopher, Alma Knows His Gun McCormick,
and Sara Young are with Montana State University, Boze-
man. Vanessa Watts is with the Harvard School of Public
Health, Boston, MA.

Requests for reprints should be sent to Suzanne Christo-
pher, PhD, 318 Herrick Hall, Montana State University,
Bozeman, MT 59717 (e-mail: suzanne@montana.edu).

This article was accepted January 17, 2008.

Contributors
The idea for this article arose from discussions between
all authors. S. Christopher and A. Knows His Gun Mc-
Cormick presented the initial ideas from this discussion
at a conference. S. Christopher drafted the article, and
all authors worked in partnership to substantially revise
the article.

Acknowledgments
The support of the American Cancer Society (grant
RSG-01-193-05-CPPB) is acknowledged with gratitude.

We thank Crow community partners and university
partners for their deep convictions and heartfelt contri-
butions to this work.

Human Participant Protection
This work was approved by the institutional review
boards of Montana State University and the Billings
Area Indian Health Service and by the Crow Nation
Tribal Government.

References
1. Rogers D, Petereit DG. Cancer disparities research
partnership in Lakota Country: clinical trials, patient
services, and community education for the Oglala,

Rosebud, and Cheyenne River Sioux tribes. Am J Public
Health. 2005;95:2129–2132.

2. Christopher S. Recommendations for conducting
successful research with Native Americans. J Cancer
Educ. 2005;20(1 suppl):47–51.

3. Fisher PA, Ball TJ. Tribal participatory research:
mechanisms of a collaborative model. Am J Community
Psychol. 2003;32(3–4):207–216.

4. Weaver HN. The challenges of research in Native
American communities: incorporating principles of cul-
tural competence. J Soc Serv Res. 1997;23:1–15.

5. Smith LT. Decolonizing Methodologies: Research and
Indigenous Peoples. London, England: Zed Books Ltd;
1999.

6. Manson S, Garroutte E, Goins RT, Henderson PN.
Access, relevance, and control in the research process:
lessons from Indian Country. J Aging Health. 2004;
16(5):58S–77S.

7. Alfred T. Peace, Power, Righteousness: An Indige-
nous Manifesto. Oxford, England: Oxford University
Press; 1999.

8. Story M, Evans M, Fabitz RR, Clay TE, Holy Rock
B, Broussard B. The epidemic of obesity in American
Indian communities and the need for childhood obesity-
prevention programs. Am J Clin Nutr. 1999;69(suppl):
747S–754S.

9. Teufel-Shone NI. Promising strategies for obesity
prevention and treatment within American Indian com-
munities. J Transcult Nurs. 2006;17:224–229.

10. Gittelsohn J, Davis SM, Steckler A, et al. Path-
ways: lessons learned and future directions for school-
based interventions among American Indians. Prev
Med. 2003;37(suppl):S107–S112.

11. Story M, Snyder P, Anliker J, et al. Changes in the
nutrient content of school lunches: results from the
pathways study. Prev Med. 2003;37(suppl):S35–S45.

12. Teufel-Shone NI, Siyuja T, Watahomigie HJ, Irwin S.
Community-based participatory research: conducting a
formative assessment of factors that influence youth
wellness in the Hualapai community. Am J Public
Health. 2006;96:1623–1628.

13. Major Prevention Opportunities to Improve Health
in Montana. Helena: Montana Dept of Public Health
and Human Services; 2006.

14. Vital Statistics, 2004 Report. Helena: Montana
Dept of Public Health and Human Services; 2005.

15. Jones DS. The persistence of American Indian
health disparities. Am J Public Health. 2006;96:
2122–2134.

16. Belcourt-Dittloff A, Stewart J. Historical racism:
implications for Native Americans. Am Psychol. 2000;
55:1166–1167.

17. Kunitz SJ. The history and politics of US health
care policy for American Indians and Alaskan Natives.
Am J Public Health. 1996;86:1464–1473.

18. Saltzstein K. Southwest’s “Navajo flu” deadly but
not Navajo. Am Journalism Rev. 1993;15.

19. Shaffer M. Havasupai blood samples misused.
Indian Country Today. March 10, 2004.

20. Hoxie FE. Parading Through History: The Making
of the Crow Nation in America, 1805–1935. Cam-
bridge, England: Cambridge University Press; 1995.

21. Medicine Crow J. From the Heart of Crow Country:



August 2008, Vol 98, No. 8 | American Journal of Public Health Christopher et al. | Peer Reviewed | Framing Health Matters | 1405

 FRAMING HEALTH MATTERS 

The Crow Indians’ Own Stories. Lincoln: University of
Nebraska Press; 1992.

22. Jaimes MA, Halsey T. American Indian women: at
the center of indigenous resistance in contemporary
North America. In: Jaimes MA, ed. The State of Native
America: Genocide, Colonization, and Resistance. Cam-
bridge, England: South End Press; 1992:311–344.

23. Dillingham B. Indian women and IHS sterilization
practices. Am Indian J. 1977;3:27–28.

24. Lawrence J. The Indian Health Service and the
sterilization of Native American women. Am Indian Q.
2000;24:400–414.

25. Syme SL. Social determinants of health: the com-
munity as an empowered partner. Prev Chronic Dis.
2004;1:1–5.

26. Roubideaux Y, Dixon M. Health surveillance, re-
search, and information. In: Dixon M, Roubideaux Y,
eds. Promises to Keep: Public Health Policy for American
Indians & Alaska Natives in the 21st Century. Washing-
ton, DC: American Public Health Association; 2001:
253–274.

27. Israel B, Schulz A, Parker E, Becker A. Review of
community-based research: assessing partnership ap-
proaches to improve public health. Annu Rev Public
Health. 1998;19:173–202.

28. Minkler M, Wallerstein N, eds. Community-Based
Participatory Research for Health. San Francisco, CA:
Jossey-Bass; 2003.

29. Green LW, Mercer SL. Can public health re-
searchers and agencies reconcile the push from fund-
ing bodies and the pull from communities? Am J Public
Health. 2001;91:1926–1929.

30. Butterfoss FD, Goodman RM, Wandersman A.
Community coalitions for prevention and health pro-
motion. Health Educ Res. 1993;8:315–330.

31. Schulz AJ, Williams DR, Israel BA, Lempert LB.
Racial and spatial relations as fundamental determi-
nants of health in Detroit. Milbank Q. 2002;80:
677–707.

32. Williams DR, Collins C. US socioeconomic and
racial differences in health: patterns and explanations.
Annu Rev Sociol. 1995;21:349–386.

33. Burhansstipanov L, Christopher S, Schumacher A.
Lessons learned from community-based participatory
research in Indian Country. Cancer Control. 2005;
12(suppl 2):70–76.

34. Viswanathan M, Ammerman A, Eng E, et al.
Community-Based Participatory Research: Assessing the
Evidence. Rockville, MD: Agency for Healthcare Re-
search and Quality; 2004.

35. McAllister CL, Green BL, Terry MA, Herman V,
Mulvey L. Parents, practitioners, and researchers: com-
munity-based participatory research with Early Head
Start. Am J Public Health. 2003;93:1672–1679.

36. Minkler M, Blackwell AG, Thompson M, Tamir H.
Community-based participatory research: implications
for public health funding. Am J Public Health. 2003;93:
1210–1213.

37. Ammerman A, Corbie-Smith G, St. George DMM,
Washington C, Weathers B, Jackson-Christian B. Re-
search expectations among African American church
leaders in the PRAISE! project: a randomized trial
guided by community-based participatory research.
Am J Public Health. 2003;93:1720–1727.

38. Cleaver VL, Ratcliff R, Rogers B. Community
health representatives: a valuable resource for provid-
ing coronary heart disease health education activities
for Native Americans. Health Educ. 1989;20:16–20.

39. Cancer Facts & Figures—2004. Atlanta, GA: Amer-
ican Cancer Society; 2004.

40. Israel BA, Schulz AJ, Parker EA, Becker AB,
Allen AJ III, Guzman JR. Critical issues in developing
and following community based participatory research
principles. In: Minkler M, Wallerstein N, eds. Commu-
nity-Based Participatory Research for Health. San Fran-
cisco, CA: Jossey-Bass; 2003:556–573.

41. Israel BA, Eng E, Schulz AJ, Parker EA, eds.
Methods in Community-Based Participatory Research for
Health. San Francisco, CA: Jossey-Bass; 2005.

42. Thompson LS, Story M, Butler G. Use of a 
university–community collaboration model to frame
issues and set an agenda for strengthening a commu-
nity. Health Promot Pract. 2003;4:385–392.

43. Chino M, DeBruyn L. Building true capacity: in-
digenous models for indigenous communities. Am J
Public Health. 2006;96:596–599.

44. Watts V, Christopher S, Smith J, Knows His Gun
McCormick A. Evaluation of a lay health advisor train-
ing for a community-based participatory research proj-
ect in a Native American community. Am Indian Cult
Res J. 2005;29:59–79.

45. Metzler M, Higgins DL, Beeker CG, et al. Address-
ing urban health in Detroit, New York City, and Seattle
through community-based participatory research part-
nerships. Am J Public Health. 2003;93:803–811.

46. Wallerstein NB, Duran B. Using community-based
participatory research to address health disparities.
Health Promot Pract. 2006;7:312–323.

47. Geertz C. The Interpretation of Cultures. New York,
NY: Basic Books; 1973.

48. Christopher J. Counseling’s inescapable moral vi-
sions. J Couns Dev. 1996;75:17–25.

49. Heidegger M. Being and Time. New York, NY:
Harper & Row; 1962.

50. Geertz C. Local Knowledge. New York, NY: Basic
Books; 1983.

51. Thiel de Bocanegra H, Gany F. Good provider,
good patient: changing behaviors to eliminate dispari-
ties in healthcare. Am J Manag Care. 2004;10:
SP20–SP28.

52. Robins LS, Alexander GL, Wolf FM, Fantone JC,
Davis WK. Development and evaluation of an in-
strument to assess medical students’ cultural atti-
tudes. J Am Med Womens Assoc. 1998;53:124–127.

53. Shapiro J, Lenahan P. Family medicine in a cultur-
ally diverse world: a solution-oriented approach to
common cross-cultural problems in medical encounters.
Fam Med. 1996;28:249–255.

54. Langer N. Culturally competent professionals
in therapeutic alliances enhance patient compliance.
J Health Care Poor Underserved. 1999;10:1926.

55. Kagawa-Singer M, Kassim-Lakha S. A strategy to
reduce cross-cultural miscommunication and increase
the likelihood of improving health outcomes. Acad
Med. 2003;78:577–587.

56. Wear D. Insurgent multiculturalism: rethinking
how and why we teach culture in medical education.
Acad Med. 2003;78:549–554.

57. Horner RD, Salazar W, Geiger JH, et al. Changing
healthcare professionals’ behaviors to eliminate dispari-
ties in healthcare: what do we know? How might we
proceed? Am J Manag Care. 2004;10:SP12–SP19.

58. Tervalon M. Components of culture in health for
medical students’ education. Acad Med. 2003;78:
570–576.

59. Tervalon M, Murray-García. Cultural humility
versus cultural competence: a critical distinction in
defining physician training outcomes in multicultural
education. J Health Care Poor Underserved. 1997;9(2):
117–125.

60. Betancourt JR. Cross-cultural medical education:
conceptual approaches and frameworks for evaluation.
Acad Med. 2003;78(6):560–569.

61. Betancourt JR, Green AR, Carillo JE. Cultural
Competence in Health Care: Emerging Frameworks and
Practical Approaches. New York, NY: Commonwealth
Fund; 2002.

62. Sue DW. Overcoming Our Racism: The Journey to
Liberation. San Francisco, CA: Jossey-Bass; 2003.

63. Payne RK. A Framework for Understanding Poverty.
Highlands, TX: aha! Process Inc; 1996.

64. Singelis TM, ed. Teaching About Culture, Ethnicity,
and Diversity. Thousand Oaks, CA: Sage Publications;
1998.

65. Brown D. Bury My Heart at Wounded Knee: An
Indian History of the American West. New York, NY:
Henry Holt and Company; 1970.

66. Deloria V Jr. Custer Died for Your Sins. Norman:
University of Oklahoma Press; 1969.

67. Model Tribal Research Code. 3rd ed. Albu-
querque, NM: American Indian Law Center; 1999:
1–28.

68. Cross EJ, Delormier T, Desrosiers S, et al. Kah-
nawake Schools Diabetes Prevention Project: Code of
Research Ethics. Kahnawá:ke, Quebec: Kateri Memorial
Hospital Center; 1997.

69. Canadian Institutes of Health Research. CIHR
Guidelines for Health Research Involving Aboriginal
People. Ottawa, Ontario: Canadian Institutes of Health
Research; 2007.

70. Community–Campus Partnerships for Health Web
site. Available at: http://www.ccph.info. Accessed
March 9, 2008.

71. Swisher KG. From passive to active: research in
Indian country. Tribal College J. 1993;4:4–5.

72. Wax ML. The ethics of research in American In-
dian communities. Am Indian Q. 1991;15:431–456.

73. Montour LT, Macaulay AC. Diabetes mellitus
and atherosclerosis: returning research results to the
Mohawk community. Can Med Assoc J. 1988;139:
201–202.

74. Crazy Bull C. A Native conversation about re-
search and scholarship. Tribal College J. 1997;8:17–23.

75. Weaver HN. Health concerns for Native American
youth: a culturally grounded approach to health pro-
motion. J Hum Behav Soc Environ. 1999;2(1–2):
127–143.

76. Christopher S, Smith A, Knows His Gun 
McCormick A. Participatory development of a cervical
health brochure for Apsáalooke women. J Cancer Educ.
2005;20:173–176.



American Journal of Public Health | August 2008, Vol 98, No. 81406 | Framing Health Matters | Peer Reviewed | Christopher et al.

 FRAMING HEALTH MATTERS 

77. Surbone A. Cultural competence: why? Ann Oncol.
2004;15:697–699.

78. Moreno-John G, Gachie A, Fleming CM, et al.
Ethnic minority older adults participating in clinical
research: developing trust. J Aging Health. 2004;16(5):
93S–123S.

79. Baker EA, Homan S, Schonhoff R, Kreuter M.
Principles of practice for academic/practice/community
research partnerships. Am J Prev Med. 1999;16(3 suppl):
86–93.

80. Lantz PM, Viruell-Fuentes E, Israel BA, Softley D,
Guzman R. Can communities and academia work
together on public health research? Evaluation results
from a community-based participatory research part-
nership in Detroit. J Urban Health. 2001;78(3):
495–507.

81. Plowfield LA, Wheeler EC, Raymond JE. Time,
tact, talent, and trust: essential ingredients of effective
academic–community partnerships. Nurs Educ Perspect.
2005;26(4):217–220.

82. Goldmon MV, Roberson JT Jr. Churches, aca-
demic institutions, and public health: partnerships to
eliminate health disparities. N C Med J. 2004;65(6):
368–372.

83. Corbie-Smith G, Ammerman AS, Katz ML, et al.
Trust, benefit, satisfaction, and burden: a randomized
controlled trial to reduce cancer risk through African-
American churches. J Gen Intern Med. 2003;18(7):
531–541.

84. Buchwald D, Mendoza-Jenkins V, Croy C, 
McGough H, Bezdek M, Spicer P. Attitudes of urban
American Indians and Alaska Natives regarding partici-
pation in research. J Gen Intern Med. 2006;21(6):
648–651.

85. Harala K, Smith C, Hassel C, Gailfus P. New moc-
casins: articulating research approaches through inter-
views with faculty and staff at Native and non-Native
academic institutions. J Nutr Educ Behav. 2005;37(2):
67–76.

86. Cochran PL, Marshall CA, Garcia-Downing C, et
al. Indigenous ways of knowing: implications for partic-
ipatory research and community. Am J Public Health.
2008;98:22–27.

87. Sullivan M, Kone A, Senturia KD, Chrisman NJ,
Ciske SJ, Krieger JW. Researcher and researched-
community perspectives: toward bridging the gap.
Health Educ Behav. 2001;28:130–149.

88. Kone A, Sullivan M, Senturia KD, Chrisman NJ,
Ciske SJ, Krieger JW. Improving collaboration between
researchers and communities. Public Health Rep. 2000;
115(2–3):243–248.

89. Burhansstipanov L. Developing culturally compe-
tent community-based interventions. In: Weiner D, ed.
Preventing and Controlling Cancer in North America: A
Cross-Cultural Perspective. Westport, CT: Praeger Pub-
lishers; 1999:167–183.

90. Parker EA, Israel BA, Williams M, et al. Commu-
nity action against asthma: examining the partnership
process of a community-based participatory research
project. J Gen Intern Med. 2003;18(7):558–567.


